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REPORT OF VISION EXAMINATION
zWgrm '.'alid fAr 6 mAattts frol.. examination dat&\

APPLICANT COMPLETES THIS SECTION

962

DRIVER uCENSE NUMBER
DATE OF BIRTh (MO.. DAY. Y'A.) HOME TELEPHONE NUMB.:R

NAME (FIRST. MIDDLE. LAST)

RESIDENCE ADDRESS cm STATE

I ZIP CODE

""'~.."'" I"". DA.E I FIi1.9grr::
Iauthorize the vision specialist conducting this examination toprovide the Department of Motor Vehicles (DMV) with the following information
for its confidential use (GVG1BOB.5)in evaluating my ability to safely operate a motor vehicle.

APPUCANrS SIGNATURE
OPHTHALMOl OGIST OR OPTOMETRIST COMPLETES THIS SECTION

1. REFRACTION
HAVE NEW DISTANCE LENSES BEEN PRESCRIBED AND FITTED? DATE NEW LENSES WERE PRESCRIBED

0 Yes 0 No If yes: 0 Glasses 0 Contact Lenses EJ8ieese Tel~3ee5e
If 81B'fNJSE; l.Iitl&:1i1i: 'VIiRE; PflE:aefliBEB NIB. .. . -. IS l'HIG 1'111: BE3'f P'03;!11!tf: SeR.1£8'fIell~ If fie. EJlPl.\1I1.

~GN&
IF.Ii1I9P'RC TliI:£SSBPIS !::at'" WAC:nniI>SRIBEB.ISI'f:

0 Galilean 0 K61'lcfian G-PeriscopeiKeplerian 0 Olhe,
DID YOUR PATlENTRECEIVE TRAINING IN USING THE BIOPTIC TELESCOPIC LENS? IF YES. WAS DRIVING INCLUDED IN THE TRAINING?

GYes ONo 0 Yes ONo
2. VISUAL ACUITY

DMV MEASUREMENT (ORTHORATER OR EaUIVALENT) CUNICAL MEASUREMENT

Both Eyes Right Eye Left Eye Both Eyes Right Eye Left Eye
Without Lenses .:r+- "f't Without Lenses 201 201 201
With Lenses :ff- U With Correction 201 201 201

3. VISUAL AELDS A full visual field examination extending at least 60°, using a standard test object such as a 10mm white mark, must
be perforrTIed if any condition exists which might affect peripheral vision. Show the approximate peripheral extent and any scotomas in

the diagram below. I I
LEFT EYE 60 60 RIGHT EYE

Extent: Extent:

Left Left

Right - Right
60 60 60 -

Up Up
Down Down

0 Ne BeRQitinnev;..tli tl:1atwould be 9)(J'eeted
to iffiJ'lairvistJsl fields. 60 60

[] Dia~Faffi.i3MtssRed. I I
4. DIAGNOSISPlease indicate~e .3£.En!) 01the vision conditionbyfjlaeif'l9a f'ltiffiBer1,2, or e if!tAebox representing the affected eye(s)

~1 "l;Iile 2 fRsetaFat9 d severe). gefiflit;vlI~ uClI.ild, mederate, .!if'l83€VCrc, far eaeR eeRelitiaA58f'1Be eetaif'loa freffi 9MV. If yO\:lor
fj8tieAt Ra'i' l-j<>mil1R9l3iasr PSBws9J!Rakia. el=lesl<~e box ~"re;3c;l"Itif'l~tRC attcGteeeye.

RL RL RL RL R L R L
Amblyopia 0 0 Aphakia 0 0 Astigmatism 0 0 Cataract 0 0 Diplopia 0 0 Glaucoma 0 G
Hyperopia 0 0 Hemianopia" 0 0 Keratoconus 0 0 Myopia 0 0 Nystagmus 0 0 Pseudophakia 0 C
Scotoma 0 0 Decreased 0 0 Diabetic 0 0 Macular 0 0 Retinal 0 0 Strabismus 0 L
Retinitis 0 0 Peripheral Retinopathy Degeneration Detachment
Pigmentosa Vision

Monocular 0 0 Could the condition in the blind eye affect the fellow eye in the future? 0 Yes 0 No
When was the monocularvisiondiagnosed?

E

Other
"Hemianopia: Please identify the quadrants affected on the chart above.
5. PROGNOSIS PLEASEESTIMATE HOW SOON YOUR PATIENrs VISION.SHOULD BE REEVALUATED.

0 Sftt8IIi 0 Potentially progressive 0 Improvement possible
6. ADVICE
WHAT ADVICE HAVE YOU GIVEN YOUR PATIENT ABOUT DRIVING?

0 DAve iA~aFl'1i1iarareas only 0 No RigRtdriviFlg [] De FIe!drive 0 ~o advice \:jivel' --[}etfler
DATE OF EXAMPRINTED NAME I SIGNATURE I M.D.ORO.D.UCENSENUMBER

x
ADDRESS CITY ZIP CODE TELEPHONE NUMBER

0 0
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nll:::n:~rTinJldQ rnD t""nIilDIrT1M~TUIC2. EnEUI

TI:t8 iFltoFf'R8tion bela.: will a~~i£t tf:te8""licsRt tiRd opthahllologi3t or optometrist (I!)yedoctor) iRG8tHpletiR§the treRt sf Y::ti£
.kJrFA./\eeur~te il.f.".R"RBtie'J1"Iis il'l'lssFta.ntaRe! fu:ee~f'\o iF!eete""iRiRfI tAt: f'lAtiARt'~~QQliQAAt'~ui~I,i~1AbiliPi'fer eFiviR8.

APPLICANT'S SECTION

Please complete the driver license number, date of birth, telephone number, name and address areas of this form. ~
a~J3li(,)QtionElateir3tAe 9ats ys\,Ireeeivcdthi3 fol'fft fl'6m OM\'. TI,e tield otfieeis tReOM'.'officefrotH',.hich~etl reser/se thiG-
jOfFA.Enter the naml!) gf ths oity iF! !:tieRthe office is 10000ed.Youmust sign and date the authorization line.Thisallo"'..
YQ'" ~y~ tjggtor to J:)revie!cOM'\{..itI. illforn lation about yotJl .isien.-Allmedical informationreceived by DMVis confidential
under California Vehicle Code Section 1808.5. Please bring the completed form with you when you retum to DMVfor further
testing. DO NOT MAIL THIS FORMBACK TO DMV unless asked to do so by a OMVemployee. Alterations or erased
informationwillvoid this form. .

Yourvisionspecialist~BCXpc0tt::J\0conducta4Y#visionexamination.Informationfromyourvision records more than 6 months
old should not be reported on this form.

-oPTHALMOLOCIST'S OR OPTOMETRIST'::; (EYE:DOCTOR) SeCTION

Tf1ere~aindQt of tho forFAwills€) eeFApletoaby 8n eye seeter. The feFfRRaGBeeR ee£igR99 &9~ad of tI:1eir::1fOm:1:tti8RreR
be J3reviEiod ~uield y by I..!Ic(.kil'l9 tRsaj:!~F6prime bexe3. If ~etl ' isR t9 J3re'.'ide additional iRffll'fftatieR, pl89.£e attaCR aElaHieR81
'5fIeets.

-+:- RCrnACTION: Pisali:e ct:Jesk"';e5"sr "FIe."If"ye£," eReelctRetype ef leRsesyeti A8'/e J3re£QReedferyayr palieRt ans tAQ
eate at th~ 1'>1~3.':l'il"Jtie'JF!net;a,a "ves" er "FIe" it FlE!\'J19RRI'!~IU'" tl:l9 I:IAI::tRAG~ibIAp.n~P.tit'!P'I If ~f'l8" I'JIE:~E!t:xBlsin

Qptse 1000," OFIReRater. "
. Rt'3"iBisA!:t83l'rlreadv:1.B86RThetestee!~c!t{getiFl3eOff;3eRs 9f DM\I'.ar e FeG9r:QesReidafiiee5.iR 1J::1e"" S8X~,,{)MVMeOOI:.lFOFR8Rt.

¥lSUALACUITY,Y0.' o~.~o..;..u", \'is"'" "'U'I\''ui.~.". 10,1110~...,

-2, 0' TIt..uo~.,;oo ='::0, aMthe&.oIle. C"M =< l'srgeI4 201'56

Below,lor yo.,," '1 2Q/2g()
Hifgo.l'er!Jet2 - 2&Q'67. Ta get S

0
- -!0148

1II Target . t" AllappropFialoSp""'.R~. r th,.
,

. &

l'er!Jet3 - 2 , "01'.''''Me..u e. ',;~-
' IOadl.§ ,. 11..~ox ntaM,"'''''' or 9 Id <1I8..iRaIiaD

,

PI...od'ng' OR-'J"lor }'GRrtie fill.~potioRfsI. ".,.yl.ueIthe eyee':'e~r,, "'h'chleASes1n8'J', iRGlu~o11e .. periohb"'" 00, ,'..O~," miteoRIa"'e pe.i<>.."Mo, . rull~'"'bu:'.:"both ".,.1 .noj

tio... ELDS,IfeRYeo.~'ItieR0,"010..- tost, objed"""I. as a, 18,--ft!, . " !.. """'... am,'Iii
-&.-VlSUA,LFI t I..", 60', IISI.!a -'OW """°"''' on the dlaglftl ' 011110""w1Wnnh' :iP<1icatesYOI"

=:::,Sfi:,dS [0{..G!, .y. PI:;.:~ arerlSted(Mhe ball':.':~=::":-mo.:. C:""!''::r~;~ iflholell.rig"',
~< -erDIAGNOSIS:~tier::1t'1i:.0Rd'!'.."bnth.. ~Y9~VI£19nar..oprose.:ar:e,fcaRari.":"a#cedilloR,lflhedJlI!!'"'"tee!,~s"~.d."'O, ,BY, ".Oftt~e , '{ISleR" OOR""O"'d-;;~ed~,e8R ~ilio". Uf'tiv'ai:~oleol""00'P",SORr"-"'d, ",'.rite'R,!II,., or~~::n, sis1110ROfiR.or, 101_09 "'. ..... "1f1ljoR.

-e. rROC~mSIS: MaFiceither "Stable,""rotentiafly Plogre3Si"e,"or"ltHpfe':eR'l£:Mpo3Sible."Ple83£:Rete ifyour patient Ae:s
multiple condition! and-some are ~tdblt::hhae oUn::l:>coGBFe9r:&OOPle-Far YR&taQleGaRoHi9RSelease recomlllelad WRer+
a rgex<imiAatieA by DMV i! advi~ble-.

~ ASVICE: IRdisat8 ifyou have e6uI'Iseled ~OtJIpatient eOResR'liR§viG~aIfield loss and an) ad\tj"t: yuu may hW/t)§iven Yol:.lr
~atiQr:'Itre§ar.aing dR'/iAg.

COMMENTS:ReportanyadditionalinformationorcommentsyoufeelOMVshould knowconcerning your patient's visual and
perceptual capabilities relating to drivingperformance. Use an additionalsheet of paper to provide this information as well as
existing conditions exist which contributeto poor night vision or poordepth perception.Also note if you havegiven your patient
advice regarding driving. Any recommendationsabout the patient's general safety should also be made. DMV will make the
fina/licensing decision based on your professional expertise and other infonnation DMV has on your. patient.

SIGNATURE: Your signature andaddressare necessary to validatethis report. Please include your physician or optometrist
license number.

Return the completed form to your patient. Your patient is responsible for returning this form to DMV.
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